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A cosa servono?
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The term behavioural and psychological 

symptoms of dementia (BPSD; also termed 

neuropsychiatric symptoms) describes the 

heterogeneous group of symptoms and signs of 

disturbed perception, thought content, mood or 

behaviour that frequently occur in patients with behaviour that frequently occur in patients with 

dementia.
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Behavioural symptoms

•Aggressività fisica

•Forte vocalizzazione

•Irrequietezza 

Psychological Symptoms

• Ansia

• Depressione

• Allucinazioni•Irrequietezza 

•Agitazione

•Wandering

• Allucinazioni

• Deliri
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A chi servono?
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Abbiamo teoricamente bisogno di 

un trattamento in grado di bloccare 

comportamenti che violino i diritti 

degli altri o che mettano degli altri o che mettano 

l’individuo in contrasto significativo 

con norme sociali o figure che 

rappresentano l’autorità.
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Somministro un farmaco per 

migliorare la condizione di terzi.
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• Enormous burden on patients and families or 

caregivers and often precipitate nursing home 

admissions due to caregiver distress. 

• Management aims to reduce patient suffering, 

reduce risk of injury, and improve quality of reduce risk of injury, and improve quality of 

life (QoL), (Mohamed, et al., 2012). 
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Costs

• The costs of assessment, treatment planning, and discussions with 
patients, family, or other surrogate decision makers relate to 
clinician time.

• The CATIE-AD trial (Rosenheck et al. 2007) examined the cost-
effectiveness of antipsychotic treatment for outpatients with 
Alzheimer’s disease and psychosis, aggression, or agitation. 
Although individuals treated with an SGA showed no difference in Although individuals treated with an SGA showed no difference in 
quality adjusted life years or functional measures as compared with 
individuals receiving placebo, there were significantly lower costs in 
the placebo group. 

• We are not aware of studies on the cost-effectiveness of 
antipsychotic treatment for individuals with dementia in inpatient 
or nursing facilities or for severely agitated or aggressive individuals 
who require constant supervision.
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Cosa trattano?
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The clinical presentations of BPSD include apathy, 
depression, anxiety, delusions, hallucinations, sexual or 
social disinhibition, sleep–wake cycle disturbances, 
aggression, agitation and other behaviours considered 
inappropriate. 

There are several instruments to systematically assess the 
presence and severity of BPSD,15  among which the presence and severity of BPSD,15  among which the 
Neuropsychiatric Inventory (NPI)16  and Behavioral 
Pathology in Alzheimer’s Disease Rating Scale (BEHAVE-
AD) are recommended. Some BPSD tend to cluster 
together, usually into four clusters – that is, the affective, 
psychotic, hyperactive and apathetic clusters
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Due paradigmi: 

allucinazione ed agitazione
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ALLUCINAZIONI, ALLUCINOSI, CHARLES BONNET SYNDROME

Le allucinazioni vengono definite nel DSM-5 come esperienze simil-

percettive che si  verificano senza uno stimolo esterno e che non sono sotto 

il controllo volontario, viene  inoltre specificato che le allucinazioni devono 

verificarsi nel contesto di un sensorio  integro.

Per allucinosi si intende quella percezione allucinatoria della quale il Per allucinosi si intende quella percezione allucinatoria della quale il 

soggetto riconosce la natura patologica. Esse si presentano in condizioni: sia 

fisiologiche come  quelle caratterizzanti i contenuti onirici del sonno e la 

fase I (addormentamento); sia in  condizioni patologiche nelle quali esse 

risultano allucinazioni elementari (uditive o  visive). 

Charles Bonnet syndrome: La causa più comune di questa grave perdita è la 

degenerazione della macula o degenerazione maculare, una malattia dove 

certe cellule fotosensibili della retina funzionano male causando un lento 

ingrandimento del “punto cieco” al centro della visione.
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Studies published from 1964 to 

September 30, 2014, were September 30, 2014, were 

identified from PubMed and 

Embase database, reference lists 

and conference abstracts. We 

calculated prevalence rates and 

conducted meta-regression

analysis with random-effects 

model, according to study 

characteristics, population 

demographics or condition

Information. 48 eligible articles.

20



21



22



23



24



25



26



27



28



NPI ed NPI-4-A/A 
(Agitazione ed Aggressività)

Ellen B. Dennehy et al, 2012 hanno 

evidenziato come tra i 12 sintomi  

comportamentali indagati con NPI 

l'“agitazione”, l'“irritabilità”, la 

“disinibizione” e l'“attività  motoria 

aberrante” consentano di tipizzare il 

sintomo cluster sintomo cluster 

“agitazione/aggressività” (NPI-4-

A/A), che attualmente è di difficile 

univoca definizione, nei pazienti 

affetti da Disturbo  Neurocognitivo 

Maggiore secondario a Malattia di 

Alzheimer (AD).
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JAMA September 19, 2017 

Volume 318, 
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MAJOR RECOMMENDATIONS 

(1) Outside of situations when patients represent an imminent threat to 

themselves or others, antipsychotic medications should be used in patients 

with dementia for the treatment of agitation or psychosis only when

symptoms are severe, are dangerous, or cause significant

distress to the patient (B recommendation). 

(2) The clinical response to non pharmacologic interventions should be

reviewed prior to nonemergency use of an antipsychotic medication (C reviewed prior to nonemergency use of an antipsychotic medication (C 

recommendation). 

(3) Pharmacologic treatment should be initiated at a low dose and titrated 

up to the minimum effective dose as tolerated (B recommendation). 

(4) If there is no clinically significant response after a 4-week trial of an

adequate dose of an antipsychotic drug, the medication should

be tapered and withdrawn (B recommendation)
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(5) In patients who show adequate response to antipsychotic drug 

treatment, an attempt to taper and withdraw the drug should be 

made within 4 months of initiation unless a patient experienced a

recurrence of symptoms with prior tapering attempts

(C recommendation). 

(6) In patients whose antipsychotic medication is being tapered, 

assessment of symptoms should occur at least monthly during the assessment of symptoms should occur at least monthly during the 

taper and for at least 4 months after medication discontinuation to 

identify signs of recurrence and initiate a risk-benefit reassessment 

of treatment (C recommendation). 

(7) In the absence of delirium, if nonemergency antipsychotic 

medication treatment is indicated, haloperidol should not be used 

as a first-line agent (B recommendation).
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Fanno male?
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As compared with research to treat cognitive 

symptoms, research examining the treatment of NPS 

of dementia is modest, and no medication is 

approved by the U.S. Food and Drug Administration 

(FDA) for this indication. 

Nevertheless, conventional antipsychotics have long Nevertheless, conventional antipsychotics have long 

been used to treat behavioral symptoms, and their 

overuse in U.S. nursing homes in the 1980s led to 

federal regulations requiring their oversight.
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Introduction of atypical antipsychotics in the 1990s, with 

lower reported rates of parkinsonism and tardive 

dyskinesia, there was a significant shift from the use of 

conventional antipsychotics to atypical.

In 2001, over 70% of atypical antipsychotic prescriptions in 

the United States were written for off-label indications, and the United States were written for off-label indications, and 

atypical antipsychotics accounted for 82% of antipsychotics 

written for older patients in Canada in 2002. 

At present, atypical antipsychotics have largely replaced 

conventional antipsychotics as the preferred treatment 

modality for NPS of dementia.
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does not show that conventional

antipsychotics in general or 

haloperidol in particular increase haloperidol in particular increase 

the risk of mortality in elderly 

patients
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AP RISK AND DIABETES 

The landmark Clinical Antipsychotic 
Trials of Intervention Effectiveness-
Alzheimer’s Disease (CATIE-AD) a large 
double blind RCT study (2006), which 
detected slight elevations in blood 
glucose levels among older adult out-
patients with dementia who received 3 
separate atypical AP compared to 
placebo over a 36 week period 
(Schneider, Tariot & Dagerman, 2006). (Schneider, Tariot & Dagerman, 2006). 

QT INTERVAL PROLONGATION 

QT interval prolongation predisposing 
patients to arrhythmias and sudden cardiac 
death is primarily a cumulative effect with 
other drugs that may prolong the QTc: QTc 
<450 for men; <460 for women. 
There is no clear consensus on the degree 
of drug-induced QT prolongation that 
requires drug discontinuation. 
(Al-Khatrib, LaPointe, Kramer & Califf, JAMA, 2003). 
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AP RISK OF FALLS WITH HIP FRACTURES 

Meta-analysis of multiple studies of first 
and second generation antidepressants 
and AP medications. 166 studies; 10 AP 
studies, and 14 antidepressant studies 
with more than 70,000 hip fracture cases. 
Conclusion: all psychotropic drug classes 
were associated with an increased risk of 
hip fractures in older adult populations. 
Oderda, Young, Asche, & Pepper (2012) 
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Teorie sui behavioural disorders in Dementia

Teoria biologica (i.e. corteccia prefrontale mesiale -

medial apathetic syndrome, orbito-frontal 

disinhibited syndrome)

Teoria della personalità (antecedente)

Riduzione della soglia comportamentale: risposte Riduzione della soglia comportamentale: risposte 
alterate a stimoli 

Bisogni non soddisfatti: l'incapacità di gestire 
esigenze fisiologiche dolore/disconfort 
fisico/disconfort mentale, solitudine (loneliness), noia

Nonpharmacologic Treatment of Behavioral Disorders in Dementia . 

Jiska Cohen-MansfieldFinkel & Burns, 2013
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Personality Change in the Preclinical 

Phase of Alzheimer Disease

Antonio Terracciano; Yang An, MS; Angelina R. Sutin et al.

JAMA Psychiatry. September 20, 2017. 
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…individuals who developed dementia scored higher on neuroticism (β = 2.83; 

95% CI, 1.44 to 4.22; P < .001) and lower on conscienLousness (β = −3.34; 95% 

CI, −4.93 to −1.75; P < .001) and extraversion (β = −1.74; 95% CI, −3.23 to 

−0.25; P = .02). ..

neuroticism, extraversion, openness, agreeableness, and conscientiousness

−0.25; P = .02). ..

Conclusions and Relevance No evidence for preclinical change in personality 

before the onset of mild cognitive impairment or dementia was identified. 

These findings provide evidence against the reverse causality hypothesis and 

strengthen evidence for personality traits as a risk factor for dementia.
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E’ possibile orientare i comportamenti?

Richard Taller attraverso la teoria del nudge 

(pungolo) o della spinta gentile Quando 

perdiamo qualcosa l’emozione negativa è 

molto più forte e persistente di quanto molto più forte e persistente di quanto 

guadagniamo qualcosa.
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Può esistere una medicina basata 

sull’evidenza quando si ha a che fare con 

manifestazioni eterogenee non 

scientificamente dimostrabili?

I big data servono?I big data servono?

Per ora il “secondo me” culturale non è 

l’errore più grosso. 
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